Attempted suicide among children and adolescents is an important, and possibly increasing, public health probleml ,2. Referrals to hospitals because of self-poisoning remain at a high level in this age group; it is the commonest cause of admissions in young womenl. There is a strong association with other psychosocial disorders such as depression3'4, and the repetition rate is about 10%. The health significance of attempted suicide among the young is further underlined by the link with completed suicide. The risk of suicide following parasuicide in adolescents, while probably lower than that of adults, is still considerableprobably of the order of 0.1°/o-0.5% over ten years67. Around one-third of adolescents who kill themselves have a history of previous attempts. Suicide is now the second most common cause of death among young people aged 15-24 years in England and Wales9.
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Despite the public health importance of attempted suicide in children and adolescents, and the heavy demands that these cases put on medical and mental health services, there has been little consensus about what after-care is needed for those patients who do not require psychiatric hospital admission. There are no UK controlled studies of the treatment of these patients. Such studies are much needed not only because of the dangers associated with the suicidal act itself, but also because attempted suicide is often a marker of severe social, interpersonal, or psychiatric difficulties such as depression and behavioural disorders. These concurrent problems frequently persist5, and poor social adjustment and mood disorder are strong risk factors for another attempt' . BACKGROUND Previous research in the UK has generated important clues to characteristics of adolescent suicide attempters that might be relevant in designing and delivering interventions. There are three broad considerations. The first is that suicidal behaviour in adolescence usually occurs within the context of the family. Most of these young people live with their families; their suicidal behaviour results from stresses that are contained directly within the family; and on discharge from inpatient care they invariably return to live with their families. The second consideration is that, although family interventions are an effective means of addressing the issues associated with adolescent suicidal behaviour, they are not always the treatment of choice because some young people need the privacy of individual sessions. The third point is that differences in service settings and resources mean that there can be no regular or reliable network of provision nationally. Some areas may have highly sophisticated therapeutic inputs available while others can offer little more than assessment and a single follow-up session.
The group we are concerned with here are children and adolescents under 16 years. Table I summarizes some data from a previous study of suicidal children and adolescents1 1. In designing our intervention package we have used our own research findings together with those from other epidemiological studies.
CLINICAL ISSUES
The first issue is that of disturbed family relationships. There is a high proportion of broken families, with over half the children coming from one-parent families, primarily as a result of divorce and separation'1'12. These are mainly fatherless families. This kind of disruption within families may greatly affect their capacity to be involved in particularly between mothers and children1'3, is often severe; and parents tend to have difficulty in exerting authority, especially in reconstituted families where a new partner takes on a parental role. The high level of psychiatric problems and previous suicide attempts among first-degree relatives suggests that life in some of these families is very stressful. The third issue concerns communication within the family. Communication between family members usually deteriorates as stress increases and often makes it difficult for families to recognize the seriousness of their problems, and to address them. Adolescents can easily become isolated and may resort to actions rather than words to communicate their distress13.
RESOURCE ISSUES
Engagement is a key issue since much will depend upon the therapist's ability to engage with a family and sustain the intervention. There are various reasons why a family may fail to engage. Often they are coping with multiple problems and suicidal behaviour is just one more for them to face. Family motivation may be low because a substantial number live in disadvantaged and depressing circumstances. They may be too preoccupied with these issues to make a commitment to therapy5. For many families too, suicidal behaviour is a highly emotive issue and they may well want to forget it as soon as possible, whatever the future risk. Another issue of risk concerns younger children, where parents are often reluctant to recognize the seriousness of the episode and to accept therapeutic interventions.
Resources are another key issue. Services provided by health and social services in the UK have been cut severely in the past decade. Multidisciplinary teams are now less common and quite often a clinician (a psychiatrist or psychologist) will be working alone14. We also know that families are likely to keep fewer appointments and to remain in care more briefly than other patients. The attrition rate, and its implications for resource management, is obviously a key factor in planning services, particularly from a hospital or clinic base15.
THE BRIEF FAMILY INTERVENTION PROGRAMME
The programme begins with a comprehensive psychosocial assessment, followed by four intervention sessions delivered weekly, each having its own specific focus and tasks. The cardinal features of the intervention are that it is: Short Term: we believe that a small number of sessions will be more acceptable to and easily understood by families than longer therapeutic programmes Focused: the 'ends and means' of the programme are open and visible, clear to all participants Intensive: the sessions are delivered within a short time scale thus maximizing the impact and allowing families to see a clear end-point Home-based: this increases the availability of the intervention to all members of the family, and helps reduce non-compliance Approach The approach used in this intervention is geared towards helping the family members increase their awareness of the things they say and do, how these may be perceived by others, and how others are likely to respond. This has the dual effect of promoting self-awareness and of increasing sensitivity to others. The approaches used are derived largely from principles of behaviour therapy, and from family therapy. Behavioural techniques include modelling, behavioural rehearsal, problem analysis and problem solving through the development of executive skills and task setting. Family therapy skills are used to clarify the family system and subsystems, family hierarchy, communication systems and patterning, and shared family tasks. In two of the sessions we give written information to the family in the form of a concise printed pamphlet to highlight those points they will need to remember in the future.
STRUCTURE OF THE FAMILY INTERVENTION Intervention I
The aim of the first session is to increase the family's acknowledgement and acceptance of the reality of the suicidal episode by helping them to discover the true facts about it. To aid discussion, the family are helped to draw an 'event map' which is a pictorial representation of the key people in the adolescent's life and their involvement in the suicidal episode. The map is a vehicle for promoting discussion within the family and for checking out and correcting vague or misleading information. Young people need to know that they have been listened to and understood, and that the seriousness of their suicidal intent has been accepted by others. Avoidance of discussion of the episode is a way of protecting one's feelings, but it also prevents others from checking their facts about the episode or seeking clarification. For many youngsters the suicidal act seems to be the only choice open to them in their difficult and desperate circumstances. It is a crisis in the family's experience and should not be minimized or ignored. Intervention 11 The aim of the second session is to help the family improve their communication with one another. Suicidal behaviour in a family member usually indicates that there has been a breakdown in communication. Young people become isolated and withdrawn and are unable to communicate their distress. The goal in this session is to help the family experience what a reasonably open and flexible communication system in a family feels like. We explore communication patterns within the family, particularly their content, expressiveness, appropriateness and effectiveness. The therapist initiates family discussion on a 'neutral' topic in order to assess the patterning and preferred styles of communication. Later, a diagram called 'The Communication Spiral' is shown to the family to illustrate how increasing stress and social isolation or withdrawal can provoke impulsive, harmful behaviours in an adolescent. This modelling of interactions for the family enhances existing communication skills as well as providing the opportunity for learning new skills.
Intervention III
In the third session we facilitate the development of problem-solving skills among family members. We focus on the presentation of problems within the family, and how they are identified and responded to. It is important for families to recognize when a member is troubled and to find out whether there is the possibility of helping him or her. The session includes 'the problem-solving continuum'-an exercise where family members plot their position on a continuum ranging from 'prefer to deal with my own problems' through to 'prefer to get help from others'. In another exercise, the family are given a framework for analysing and understanding problems, and are helped to apply it to a current family difficulty. The exercises are used to explore the sensitivity of individual family members to each others' emotional wellbeing. Family members learn how to monitor this without being intrusive, how to recognize when problems may be developing, and how to apply 'emotional first-aid' (the sensitive handling of a person in distress).
Intervention IV
In the final session our aim is to help families understand adolescence as a normal developmental period. We encourage the family to see that normal adolescence contains a wide variety of behaviours, some of them erratic and disturbing. This is also a useful opportunity to explore some of the common parenting problems and issues arising during this period. The parents are asked to list the common emotional and behavioural changes they would expect to see during adolescence and the children list the things they think parents worry about most regarding adolescence. The family members then work together to achieve some accommodation between the two lists. Later, the parents are presented with an explanatory leaflet listing the emotional and behavioural changes in adolescence and discuss this in relation to their children and their own experience of being an adolescent. By the end of the session, the parents will have gained a model of adolescence which they can use to understand the developmental stages of their own child, and what tasks remain to be completed. This should enable them to anticipate some of the difficulties that lie ahead, and to be better prepared for dealing with them. Time is reserved at the end of the session for 'closure', in which the intervention sessions are reviewed and the family members rehearse ways of responding to and handling the stresses that are likely to produce suicidal behaviour. CONCLUSION This intervention has been designed to help families over the initial crisis of a suicidal episode and to give them an opportunity to begin to explore some of the issues which may have contributed to it. We believe that the specific design features of the intervention programme make it acceptable to families, and provide them with a positive experience at a difficult and distressing point in their lives. For some families, this short intervention will be sufficient for them to regain their equilibrium and to develop some confidence in their ability to recognize and address difficulties in the future. For others, it will prepare them for a more extensive therapeutic programme such as psychotherapy or family therapy, if the seriousness of their difficulties demands it.
This brief family intervention is currently the focus of a major randomized controlled trial extending over three years and involving 160 families. A range of standardized measures of psychopathology and psychosocial functioning are used at initial assessment, after treatment (6 weeks), and at 6 months' follow-up. The control group receive a diverse range of interventions offered from a hospital base but none receive home-based family intervention.
